MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63=044153

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

STATE FILE NUMBER
DO NOT WRITE AMENDED Ragististion Dixtrict No. ———---h‘___-_yf-..?nm-rv Registration Dlutrict Na. (o0X Registrar's No. %___m

ON THIS STUB L ED NV 1969
Y. PLACE OF DEA"H WY 2. USUAL RESIDENCE {Where decessed | v institution: Residence before

a. COUNTY Jackson a. STATE 33 NTY e o dmission)
b. CITY {If outsida rarporate limits, give TOWNSHIP only) Length of stay In 1b e. CITY

naids Limitg
town HKansas Clty ,/)' (V_IKA !owN/l/xJﬂ-‘ [’Ty Ylol ?lﬁoD

<. FULL NAME OF {If NOT in hospital, give location) Insigle Limits {If cutside,” give location) Reside on Farm
HOSPITAL OR Gene rdi o Splt,al Mﬁd (at bves 1 No [ " ADDRESS

INSTITUTION /0/0 -E__ / ; Yos ] No "

3. NAME OF DECEASED First Middle Last 4. DATE Month * Day Yenr

{Type or print) OF
Frank Moss veat October 28, 1963
5. SEX 4. COLOR OR RACE 7. Marrled [J Never Married [J |8. DATE OF BIRTH 9. AGE (last birthdey) |IF UNDER 1 YEAR I': UNDER 24 HR
Widowed Divorcad — Monthi Days qurs Min,
M‘..EKQ idawed [ ivor a _/-/4 \S 7 I

10s. USUAL OCCUPATICN {Give kind of wotk done | 10b, KING OF BUSINESS OR INDUSIRY| 1V, GIITHPLACE (City and state or country} | 12. CLTIZEN OF WHAT COUNTRY

dyring most of workj I',;\?irired) SP/OC [5!2*’5 ”cScA

13a. FATHER'S E 13b. MOTHER'S MAIDEN NAME . SBAND OR WIFE

ELLIS #7065 S BOR_WALKER AN/

15. WAS DECEASED EVER LN U.5. ARMED FORCES? 14 __SACiAl INFORMANT Address

{Yes, npgor unknown) 'llf y83, Qive war of datna of —J_ /r c
7% /MJ—‘e——Q S, Al

18. CAUSE OF DEATH (Enter anly one cause per line for {s), (b}, and [c}. INTERVAI. BETWEEN
PART I. DEATH WAS CAUSED B 9NSEI AND DEATH

IMMEDIATE CAUSE (a) Dehydration and malnutrition

V§ 300
Rev. 4/59

1

23 149
3

'BATE AMENDED

L

DOCUMENT

Conditions, if any, DUE TO (b)
which gava rize to
asbova cause (a),
stating the under-
lying cause lamt. DUE TO (¢)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH hut not ralated ta the terminat PART Itl. If deceased wan fomale was
diiease conditian given in PART | {a) . there a pregnancy in last 90 days,

O Yes ‘ O Ne i O unkrewn
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter natwre of injury in PART | or PART 11 of ilem 18.)
O

PERFORMED?
YES ] NOK

20c. 11ME OF Hour Month, Day, Year
INJURY am,
B.m.

20d. INJURY QCCURRED ¢e. PLACE OF INJURY (a.g., in or sbout home, | 204, CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK T[] farm., fattory, street, office bldg., atc.)

NOT WHILE AT WORK (]
10-28"63 to. 10-28- bad last zaw :?,; alive on 10=-28- 63

: ]3 & on the date stated above, and 1o the best of my knowledge, #om the causes atatad.

AMENDMENTS ON THIS" RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

1s

21. | atiended the deceased from

Death gicc

— ,
™ E {Degree opgls) 22b. ADDRESS . 22¢. DATE SIGNED
o l,; o ’l Q Iy sernny - 2400 Cherry 10-29-63

BURIAL, CREMATION, | 23b. DATE ’ [ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stare}

HEN;VA:.”l‘SpuiH] 70 -19-63 MM-A"' A£. C. ﬁ g K ﬂczé M\

24. FUNERAL DIRECTOR ADDRESS 25, DAITE RECD. BY LOCAL REG. |26, REGISJRAR'S SIGNAY .
Am. [TROS50N, fonins @ r;[gu_/a -Jo &3 @; L? é ol .

[Licansed Embaimer’s Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

ﬁ-‘?ﬂu.

BY AFFIDAVIT OF

ITEM NG,




STATEMENT RY LICENSED EMBALMER

| hereby certify that the body whose name is recorded an the reverse side of this cerlificate was embalmed by me,

ar by Student Embatmer No.

- working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure-to comply
with the above constitutes grounds for revocation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




